
Partial Listing of 
Covered Services 

Annual Deductible $7M)/member 
$1,50Ohmily 

Annual Out-of-pocket Maximum I $3,Wmember 

Lifetime Maximum $5,C 
When you receive covered ~ N i c e s  after 
deduciible has been met, MIC PAYS 

Preventive Care The deduclible obes not apply to these Servkes. 

Routine Physical & Eye Exams 
Immunizations, Well Child 
Care, Cancer Screenings and 
Allergy Shots 

Office Visits 
Illness or Injury 
Chiropractic Care 
Physical, Occupational 81 
speech Therapy 
Mental Health and Substance 0% far b'~di~idual therapy Or 90% for group 
----- I * - 

Prescription Drugs deductible does not apply to these seivices. 
up to a 31-day supply perprescription JOO% after $25 w a y m n t  for generic 

I Rrrnulary, 100% after $65 copayment for brand 
formulary and 100% after $80 copayment for 
non-formulary drugs. 

Specialty Prescription Drugs The dedmtM9 does not apply to these sewices. 
Uo to a 31dav su~olv oer ~rescriotion for Forrnrdaw: 80%. Member does not ~ a v  more . ..  .. 
specialty prescription dm& recei"ed from I m n  $200 per prescriptin unit or reill.- 
a designated speciany pharmacy. 
Inpatient Hospital Services 

Facility 
Physician 
Mental Health and Substance 

Facility 
Physician 

Lab and Pathology 1 80% 
X-Ray and Other Imaging 1 80% 
Urgent or Emergency Care I - - - 

Urgent Care Center 1 80% 
Hos~ital Emeraencv Room 1 80% .. - 
~ m e ' r ~ e n c ~  Ambulance 1 80% 

Durable Medical Equipment and 1 8Wh 
~ ~ 

Prosthetics I 
Home Health Care 80% 

I 

When you receive covered services after 
deductible has been met, MIC PAYS: 

No Coverage 
70% 

70% 
70% Limited to 15 visits per member, per year. 
70% 

60%. Member pays the greater of 40% or a $80 
copayment per prescription unit. 

No Coverage 

Limited to 120 days per member, per year. 
70% 
70% 
70% 

30% after in-network deductible. 
30% after in-network deductible. 
30% after in-network deductible. 
70% 

O 2006 Medica. ~ed ica@ is a registered service mark of Medica Health Plans. "Medica" refers to the family of health plan businesses that includes Medica 
Health Plans, Medica Health Plans of Wisconsin, Medica Insurance Company, and Medica Self-Insured. 
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Out of Network Coverage 
* Coverage is limited to the non-network provider reimbursement amount (as defined in your Certificate of Coverage) afler deductible is met. 
* If you decide to utilize your Out-of-Network Benefits, you may pay more than you would for In-Network Benefits. The amount you pay 

could include a percentage coinsurance, a fixed dollar copayment andlor deductible amount. In addition, if the amount that your non- 
network provider bills you is more than the non-network provider reimbursement amount (as defined in your Certificate of Coverage) 
you are responsible for paying the difference, and such difference will not be applied toward the Out-of-pocket Maximum. 

Exclusions and Limitations to Coverage 
The following is a list of some of the Cosmetic Surgery. Custodial supportive care and self-care or self- 

services and supplies that are Refractive eye surgery. help training. 

excluded from coverage. when you Exams for employment, insurance, administrative Educational classes, programs 
proceedings, research or licensure. or seminars. 

enrollp the Certificate of 'Overage Personal convenience items and some non-durable Services prohibited by law or regulation. receive will provide a more complete supplies, Services for which coverage is available under 
and detailed list of ~ X C ~ U S ~ O ~ S .  Please . A drug, device or medical treatment or procedure worker's compensation, employer liability or any 
refer to your Certificate of Coverage that is investigative or not a covered health service. similar law. 
for specific information about excluded 
services or supplies. 

Contact Customer Service at 952-945-8000 (MinneapolislSt. Paul metro area), 952-992-3190 (MinneapolisISt. 
Paul metro area individuals with hearing impairments), 800-952-3455 (outside of MinneapolislSt. Paul metro 
area), or 800-841-6753 (outside of MinneapolislSt. Paul metro area individuals with hearing impairments) for 
more information or answers to specific questions. 

This health care plan may not cover all your health care expenses; read your Certificate of Coverage carefully to determine which 
expenses are covered. This is a benefit summary only and does not outline all of your benefits. If there is a discrepancy between 
information in this summary and your Certificate of Coverage, the Certificate of Coverage will take precedence in determining your 
benefits. 
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